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Objectives. Although considerable evidence about the health effects of unemployment exists, little
is known about the possible protective effects of various social interventions. This study examined the
role that means-tested and entitlement programs could have in ameliorating the health impact of un-
employment in Britain, Germany, and the United States.

Methods. Logistic regression models were used to analyze panel data from Britain (1991–1993), Ger-
many (1991–1993), and the United States (1985–1987) available in the Household Panel Compara-
bility Project database.The analysis included 8726 respondents from Britain, 11 086 from Germany, and
11 668 from the United States.The health-dependent variable used was a single measure of perceived
health status.

Results. Evidence was found of differences in perceived health status between groups of unem-
ployed people characterized by the types of benefits they receive.When socioeconomic characteristics
and previous health and employment status are controlled for, means-tested benefits do not seem suf-
ficient to reduce the impact of unemployment on health.

Conclusions. Monitoring the possible health effects of changes in public assistance benefits should
be given priority in the research and political agenda. (Am J Public Health. 2001;91:1403–1411)

Keeping the Unemployed Healthy: The Effect of Means-Tested and
Entitlement Benefits in Britain, Germany, and the United States
| Eunice Rodriguez, DrPH

grams (i.e., means-tested and entitlement pro-
grams) could have in ameliorating the health
impact of unemployment in Britain, Germany,
and the United States.

In line with recent research in the study of
income inequality, social capital, and
health,24–28 I argue that systems of formal
support and social benefits could have an im-
pact on maintaining the health status of peo-
ple exposed to stressful life events and eco-
nomic insecurity. In fact, a study of 18
industrialized countries has already shown
that a combination of high unemployment
rates and low unemployment benefits is asso-
ciated with an increased infant mortality
rate.29

Previous research provided evidence of
health status differences among groups of un-
employed people according to the type of
benefits they receive.17,30,31 The authors of
these studies argued that to have a protective
effect on health, formal social support systems
not only should provide sufficient economic
provisions but should do so while alleviating
the additional sociologic and psychologic im-
pacts of unemployment and the stigma associ-
ated with receiving means-tested benefits.32

Accordingly, they hypothesized that the
health protection provided by means-tested
benefits would be less than that provided by
social insurance or entitlement benefits. The
underlying assumption is that material bene-
fits are not enough to ensure health.

In this study, I explore the impact that
types of social programs (i.e., entitlement and
means-tested benefits) have in ameliorating
negative health impacts among the unem-
ployed while controlling for different employ-
ment arrangements. In each country, the ben-
efits received by the respondents were
classified as social insurance or entitlement-
type benefits vs welfare or other means-tested
benefits. This allows one to assess whether re-
ceiving entitlement or means-tested benefits
has an impact on preserving health during pe-
riods of unemployment in 3 countries with
different economic performances, employ-
ment rates, and social benefit dynamics.

The strategy employed for this analysis was
to use health levels for fully employed work-
ers as reference points and then to compare
health levels associated with different types of
benefits with the health levels among fully
employed workers. The alternative strategy

A wealth of research about the health effects
of economic insecurity has provided impor-
tant evidence of the mental and overall health
effects of unemployment.1–14 However, there
is a lack of information on the possible pro-
tective effects of various social interventions
on health outcomes. Further, the impact of
various forms of public assistance in amelio-
rating the health effects of unemployment has
yet to be fully examined.15,16

Epidemiologic studies have shown that un-
employment often precedes adverse health ef-
fects.17 Studies have also found that in Ger-
many people in poor health are more likely to
lose their jobs,18,19 and in the United States
people in better health are more likely to be
reemployed.20 Additionally, increases in un-
employment levels have been related to in-
creases in mortality rates in the United States
and the United Kingdom,21 but not in Fin-
land.22

As with any epidemiologic research short
of a clinical trial, it is virtually impossible to
control for all of the variables that could de-
termine both unemployment and health si-
multaneously.23 Despite the sometimes con-
tradictory evidence of studies conducted in
different countries, however, it would be pre-
cipitous to conclude that differences are due
simply to a better or worse adjustment for the
effects of selection. A key factor in under-
standing the sometimes contradictory studies
conducted in different countries could be that
the distribution of socioeconomic resources
and the level of social benefits and institu-
tional support available to unemployed peo-
ple differ from country to country. It is there-
fore necessary to adjust for these differences
to compare the effects of unemployment on
health status among countries.

The purpose of this study was to broaden
understanding of the role that different for-
mal systems of support may have in protect-
ing the health of individuals during periods of
unemployment and economic insecurity. It
examines the impact that different social pro-
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would be to compare the 2 benefit types
without reference to the fully employed. I
have pursued the first strategy because I was
interested in the policy question, namely,
“What type of benefit will maintain the
worker’s health level?” When this is the pri-
mary concern, as it tends to be in modern in-
dustrial countries, then the relative efficacy of
the benefit types, although important, can be
left for future research.

METHODS

To test the hypotheses, I analyzed the most
recent 3 years of panel data from Britain
(1991–1993), Germany (1991–1993), and
the United States (1985–1987) available in
the Household Panel Comparability Project
(PACO) database.33 PACO, a project funded
in part by the European Commission, is a har-
monized and standardized microdatabase cre-
ated from existing longitudinal studies of
household living conditions. The British data
come from the British Household Panel
Study, the German data from the ongoing
Sozio-Oekonomisches Panel, and the US data
from the Panel Study of Income Dynamics.
The technical specifications of the PACO
database (including imputation of missing val-
ues,34 weighting methods employed by the
different panel studies,35 and a comparative
analysis of attrition in PACO household panel
studies) are reported elsewhere.36

Only respondents who were older than 16
years in the first wave of the selected data
were included in the analysis. The total num-
bers of respondents included in this study
were 8726 from Britain, 11086 from Ger-
many, and 11668 from the United States.

The health-dependent variable used in this
analysis was a single measure of perceived
health status in 1993 (for Britain and Ger-
many) and in 1987 (for the United States).
Respondents in Britain and Germany de-
scribed their health status on a 5-point scale
(from excellent to very poor). US respondents
used a 4-point scale (from excellent to poor).
While a single measure has limitations and
more sophisticated measures of perceived
health status exist,37 these were not readily
available in comparative databases that also
collected comprehensive employment and so-
cioeconomic information. Additionally, the

single global health question has been exam-
ined from different angles, including the pre-
diction of health outcomes such as mortality,
morbidity, physical functioning, use of health
care, sick days, and disability pension.38 Most
studies have found that a single 5-level self-
rated health status item is a good predictor of
long-term survival.39,40

To compare different employment situa-
tions in Britain (in 1992), Germany (in 1992),
and the United States (in 1986), I divided em-
ployed individuals into 3 groups: (1) those
working full-time, (2) those working between
20 and 30 hours per week, and (3) those
working less than 20 hours per week. The
unemployed respondents were also divided
into 3 groups: (1) those receiving any type of
entitlement benefits (including unemployment
insurance and other types of social insur-
ance), (2) those receiving means-tested bene-
fits (including welfare and other types of pub-
lic means-tested assistance), and (3) those
who did not receive any income from public
funds. The third group of unemployed re-
spondents included people looking for a first
job and others who did not qualify for assis-
tance. The typology of employment situation
was operationalized as a dummy variable.

I followed the same approach with individ-
uals who reported being a housewife or
househusband. I divided them into groups
based on whether or not they received public
assistance benefits. Students and retired peo-
ple were kept in separate categories. An addi-
tional category covered individuals in disabil-
ity status or other situations not included in
the previous employment groups. Although
showing how these groups compare with fully
employed respondents does not elucidate the
main question, I decided to include them, for
several reasons. Primarily, since the report
deals with somewhat new territory, it is im-
portant to show how a range of groups differ
(or do not differ) from the fully employed.
Additionally, such findings may stimulate fur-
ther research. Unfortunately, of the respon-
dents who define themselves as housewives
or househusbands but receive government
benefits, I do not know how many are house-
persons by choice vs discouraged workers no
longer in the labor market.

The same classification approach was used
for each of the 3 countries analyzed. How-

ever, for the German population, the category
of housewife or househusband receiving
means-tested benefits was omitted, because
means-tested benefits not directly associated
with unemployment were assigned to the
household as a whole and not to a specific in-
dividual. Housewives and househusbands in
Germany were divided into 2 groups: those
receiving entitlement benefits and others.

To test the hypothesis that entitlement
benefits have a positive impact on maintain-
ing health status as well as providing finan-
cial support during periods of unemploy-
ment, I ran 3 different analyses. One
analysis consisted of performing a general-
ized linear model test using the unmodified
health scale. The second analysis consisted
of a logistic regression in which the outcome
variable was divided into 2 groups, one com-
prising reports of good or excellent health
and the other comprising reports of fair,
poor, or very poor health. Dichotomizing the
global health question has been used to pre-
dict mortality41; this is a useful technique in
cases where the number of observations is
too small to test comprehensive explanatory
models by using the 5 levels of the original
health measure.

The third analysis was a logistic regression
limited to unemployed respondents only, for
the purpose of modeling the impact of reem-
ployment or change in unemployment status
on health. The same dichotomized health sta-
tus rating was used as the dependent variable.
In this analysis, unemployed individuals in
1992 in Britain and Germany and in 1986 in
the United States were divided into 3 groups
based on whether they (1) were already em-
ployed in 1993 (in 1987 for the United
States), (2) were still unemployed and receiv-
ing any types of benefits, or (3) were not em-
ployed and not receiving any unemployment
benefits. The third group consisted mostly of
respondents who had moved into retirement.
Also included were those who had moved
into the housewife or househusband category
as discouraged unemployed, had become stu-
dents, or had moved into disability status. Un-
fortunately, the numbers were too small to
differentiate the types of benefits that were
received by those who remained unemployed
in 1993 in Britain and Germany and in 1987
in the United States, or to differentiate be-
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TABLE 1—Explanatory Model to Predict
Perceived Health Status in 1993
(Britain and Germany) and 1987
(United States)

Fixed personal characteristics

Age

Sex

Other individual and household characteristics

Education

Marital status

Household income

Number of household members

Home ownership

Background risk factors

Previous health status (1991 for Britain

and Germany, 1985 for US)

Previous unemployment (1991 for Britain

and Germany, 1985 for US)

Employment status (1992 for Britain and

Germany, 1986 for US)

Working

Full-time, 20–30 h/wk, <20 h/wk

Unemployed

With entitlement benefits

With means-tested benefits

Other unemployed

Housewives/-husbands

With entitlement benefits

With means-tested benefits

Other housewives/-husbands

Students

Retired

Others

tween the groups of respondents included in
the other nonemployed category described
above.

Both the generalized linear model and lo-
gistic regression analyses were performed
with the SPSS statistical package (SPSS, Inc,
Chicago, Ill). The logistic regression analysis
used a dynamic model appropriate for the
analysis of longitudinal data that incorporated
the time elapsed between data collection
points by modeling events in discrete time.
For Britain and Germany, I analyzed the im-
pacts of the 1992 employment situation and
receipt of entitlement and means-tested bene-
fits on 1993 health status. For the United
States, I analyzed the protective effect of
1986 employment status and receipt of bene-
fits on the 1987 health level.

The analytic model controlled for individ-
ual characteristics such as age, sex, marital
status, and years of education and for house-
hold characteristics such as type of housing
(rental vs ownership), total household income,
and number of household members (Table 1).
More important, to control for a possible re-
verse causation effect and the fact that people
with poorer health could be more likely to
lose their jobs, the model included adjust-
ments for previous health status (i.e., health
status as reported the year before).

In addition, to control for previous experi-
ence with job instability, the model included
unemployment status in 1991 for the Britain
and Germany and in 1985 for the United
States. In this way, I could adjust for possible
differences in the length of time people expe-
rienced unemployment, a factor associated
with the health outcomes of unemploy-
ment34–39 and also a possible determinant of
the types of benefits people are entitled to re-
ceive. Finally, to assess whether the impact of
receiving different types of benefits during
unemployment would persist after adjust-
ment for possible changes in employment
status (between 1992 and 1993 for Britain
and Germany and between 1986 and 1987
for the United States), I ran a separate analy-
sis among unemployed respondents.

To deal with outlying values, I used a log10
transformation of the income variable for
both British and US data. These transforma-
tions were sufficient to produce reasonable
residual plots. The correlations among the

variables included in the analytic models
were reasonable. 

RESULTS

Table 2 displays the means of the original
5- and 4-level health status measures by em-
ployment status, adjusted for the sex and age
of the respondents by a generalized linear
model procedure. The mean differences be-
tween full-time employed and unemployed
people are significant in all 3 countries. Ta-
bles 3 and 4 describe the results of the logis-
tic regression models used in the analysis.

The 2 models in Table 3 show the likeli-
hood of reporting fair, poor, or very poor
health (vs good or excellent), in 1993 for

Britain and Germany and in 1987 for the
United States, among individuals reporting
different employment situations and receipt of
benefits during the previous year. Model A
controls only for the sex and age of the re-
spondent. Model B controls for sex, age, years
of education, marital status, household in-
come, number of household members, home
ownership, previous health status (measured
in 1991 for Britain and Germany and in
1985 for the United States), and previous un-
employment history.

Table 4 shows the likelihood of reporting
poor health (in 1993 for Britain and Ger-
many and in 1987 for the United States)
among individuals who were unemployed
during the previous year (receiving and not
receiving benefits) depending on changes in
their unemployment status. Models A and B
control for the same factors as are shown in
Table 3. 

British Findings
For Britain, in Model A, all the occupa-

tional groups were different from the refer-
ence group of full-time employed, except
those who were working 30 hours or less per
week in 1992 and those who were full-time
students (Table 3). All other occupational
groups were more likely to report fair or poor
health than the full-time employed compari-
son group. Specifically, the odds were highest
among unemployed people and housewives
or househusbands who were receiving
means-tested benefits (odds ratio [OR]=2.01
and 3.14, respectively) and people classified
as “other” (OR=7.82), a category that could
have included individuals with disabilities.

When the factors included in Model B
were controlled for, only 2 groups had a sig-
nificantly higher likelihood of reporting poor
health than full-time employed people: those
who were unemployed and received means-
tested benefits (OR=1.59) and those in-
cluded in the “other” category (OR=2.86).
The confidence intervals for the higher odds
ratios of other occupational categories are too
wide to infer statistical significance.

Table 4 shows change in employment sta-
tus among respondents who were unem-
ployed in 1992. In 1993, people who in
1992 were included in 1 of the 3 unemploy-
ment groups (receiving entitlement benefits,
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TABLE 2—Average Perception of Health in 1993 (Britain and Germany) and 1987 (United
States), by Employment Status in 1992 (Britain and Germany) and 1986 (United States)

No. of Respondents Mean Healtha (SE)

Britain

Full-time employed (comparison group) 3324 1.99 (0.02)

Working 20–30 h/wk 376 2.00 (0.05)

Working <20 h/wk 1292 1.99 (0.02)

Unemployed and receiving entitlement benefits 127 2.30 (0.08)**

Unemployed and receiving means-tested benefits 229 2.23 (0.06)**

Other unemployed 98 2.14 (0.09)

Housewife/-husband receiving entitlement benefits 781 2.19 (0.03)**

Housewife/-husband receiving means-tested benefits 37 2.60 (0.14)**

Other housewife/-husband 183 2.33 (0.07)**

Retired 1482 2.30 (0.03)**

Student 451 2.06 (0.05)

Other 346 3.13 (0.05)**

Total 8726

Germany

Full-time employed (comparison group) 5578 1.97 (0.01)

Working 20–30 h/wk 446 2.00 (0.05)

Working <20 h/wk 529 1.91 (0.04)

Unemployed and receiving entitlement benefits 545 2.15 (0.04)**

Unemployed and receiving means-tested benefits 55 2.50 (0.14)**

Other unemployed 444 2.13 (0.05)**

Housewife/-husband receiving entitlement benefits 82 1.85 (0.11)

Other housewife/-husband 740 1.96 (0.04)

Retired 1966 2.18 (0.03)**

Student 136 1.83 (0.09)

Other 635 1.99 (0.04)

Total 11 086

United States

Full-time employed (comparison group) 6542 1.88 (0.01)

Working 20–30 h/wk 446 1.85 (0.03)

Working <20 h/wk 315 1.95 (0.04)

Unemployed and receiving entitlement benefits 118 2.14 (0.06)**

Unemployed and receiving means-tested benefits 149 2.19 (0.06)**

Other unemployed 434 2.03 (0.04)**

Housewife/-husband receiving entitlement benefits 419 2.25 (0.04)**

Housewife/-husband receiving means-tested benefits 204 2.29 (0.05)**

Other housewife/-husband 1019 1.96 (0.02)**

Retired 935 2.16 (0.03)**

Student 707 1.96 (0.06)

Other 381 2.98 (0.04)**

Total 11 668

aHealth status for Britain and Germany: 1 = excellent, 2 = very good, 3 = fair, 4 = poor, 5 = very poor. Health status for the
United States: 1 = excellent, 2 = very good, 3 = fair, 4 = poor. Means and standard errors adjusted for age and sex of the
respondents (generalized linear model procedure).
**P < .01.

means-tested benefits, or no benefits) could
be (1) employed part-time or full-time, (2) still
unemployed and receiving benefits (the
groups were too small to differentiate the
type of benefits received in 1993), or (3) in-
cluded in the category “other nonemployed”
(mostly including respondents who moved
into retirement but also those who moved
into the disabled category and other discour-
aged unemployed people who became house-
wives/househusbands or students). Compared
with people who were unemployed and re-
ceiving entitlement benefits in 1992 but were
employed in 1993, all other groups of respon-
dents unemployed in 1992 reported worse
health status. Those who received means-
tested benefits in 1992 and were still unem-
ployed and receiving benefits in 1993 were 5
times more likely to report fair or poor health
than the reference group of 1993 employed.
For those who were unemployed and not re-
ceiving any benefits in 1992 and who were
still not employed and not receiving benefits
in 1993, the odds ratio was 7.45. Those who
were already working in 1993 or who were
unemployed but receiving benefits were not
significantly more likely than the reference
group to report fair or poor health.

German Findings
For Germany, in Model A, all unemployed

and retired people were more likely to report
poor health than the full-time employed com-
parison group (Table 3). The odds were
higher among unemployed people who re-
ceived means-tested benefits (OR=2.98) and
unemployed people who received entitlement
benefits (OR=1.62). Full-time students re-
ported good or excellent health about 35%
more often than full-time working people.

In Model B, with health, employment his-
tory, and other individual and socioeconomic
circumstances included, the only group re-
maining significantly more likely to report
worse health status than the full-time em-
ployed was unemployed people who received
means-tested income (OR=2.23).

Table 4 shows the analysis of change in
employment status among respondents who
were unemployed in 1992. As in Britain,
compared with people who were unemployed
and receiving entitlement benefits in 1992
and employed in 1993, all other groups of
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TABLE 3—Likelihood of Reporting Fair, Poor, or Very Poor Health in 1993 (Britain and Germany) 
and 1987 (United States) by Employment Status in 1992 (Britain and Germany) and 
1986 (United States): Logistic Regression

No. of Respondents Model A, Odds Ratio (95% CI) Model B, Odds Ratio (95% CI)

Britain

Full-time employed (comparison group) 3324 1.00 1.00

Working 20–30 h/wk 376 0.91 (0.70, 1.19) 0.85 (0.63, 1.14)

Working <20 h/wk 1292 0.95 (0.81, 1.12) 0.88 (0.73, 1.06)

Unemployed and receiving entitlement benefits 127 1.88 (1.28, 2.75) 1.33 (0.84, 2.11)

Unemployed and receiving means-tested benefits 229 2.01 (1.50, 2.70) 1.59 (1.08, 2.35)

Other unemployed 98 1.61 (1.03, 2.52) 1.32 (0.77, 2.26)

Housewife/-husband receiving entitlement benefits 781 1.44 (1.19, 1.74) 0.95 (0.76, 1.19)

Housewife/-husband receiving means-tested benefits 37 3.14 (1.63, 6.06) 1.88 (0.83, 4.30)

Other housewife/-husband 183 1.99 (1.45, 2.75) 1.33 (0.91, 1.95)

Retired 1482 1.75 (1.42, 2.14) 1.21 (0.96, 1.53)

Student 451 1.03 (0.78, 1.36) 0.81 (0.56, 1.18)

Other 346 7.82 (6.12, 10.01) 2.86 (2.08, 3.92)

Total observations 8726

–2 log likelihood 9731.7 7703.6

χ2 model 637 2051.4

Model df 14 27

P > χ2 .0000 .0000

Germany

Full-time employed (comparison group) 5578 1.00 1.00

Working 20–30 h/wk 446 1.04 (0.83, 1.30) 1.11 (0.86, 1.42)

Working <20 h/wk 529 0.94 (0.76, 1.16) 0.91 (0.72, 1.16)

Unemployed and receiving entitlement benefits 545 1.62 (1.34, 1.96) 1.09 (0.86, 1.37)

Unemployed and receiving means-tested benefits 55 2.98 (1.73, 5.16) 2.23 (1.14, 4.35)

Other unemployed 444 1.47 (1.18, 1.83) 1.16 (0.89, 1.50)

Housewife/-husband receiving entitlement benefits 82 0.99 (0.57, 1.73) 0.93 (0.49, 1.79)

Other housewife/-husband 740 1.03 (0.86, 1.23) 0.91 (0.74, 1.12)

Retired 1966 1.79 (1.51, 2.12) 1.20 (0.98, 1.47)

Student 136 0.65 (0.36, 1.16) 0.70 (0.37, 1.35)

Other 635 1.27 (0.99, 1.62) 1.07 (0.76, 1.51)

Total observations 11 086

–2 log likelihood 12 535.8 10 076.1

χ2 model 1232.7 2762.3

Model df 13 26

P > χ2 .0000 .0000

United States

Full-time employed (comparison group) 6542 1.00 1.00

Working 20–30 h/wk 446 0.96 (0.68, 1.36) 1.05 (0.70, 1.56)

Working <20 h/wk 315 1.36 (0.94, 1.96) 1.16 (0.74, 1.83)

Unemployed and receiving entitlement benefits 118 3.12 (1.95, 4.96) 1.70 (0.98, 2.94)

Unemployed and receiving means-tested benefits 149 5.45 (3.62, 8.21) 2.41 (1.43, 4.06)

Other unemployed 434 2.26 (1.64, 3.11) 1.57 (1.03, 2.39)

Housewife/-husband receiving entitlement benefits 419 2.89 (2.22, 3.77) 1.43 (1.02, 1.99)

Housewife/-husband receiving means-tested benefits 204 5.05 (3.56, 7.14) 1.73 (1.09, 2.72)

Continued
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TABLE 3—Continued

Other housewife-/husband 1019 1.61 (1.30, 1.99) 1.18 (0.91, 1.52)

Retired 935 2.39 (1.91, 2.97) 1.29 (0.97, 1.70)

Student 707 0.59 (0.31, 1.12) 1.46 (0.67, 3.15)

Other 381 9.17 (7.23, 11.64) 3.35 (2.33, 4.83)

Total observations 11 668

–2 log likelihood 7947.7 5699.6

χ2 model 1800.7 3113.5

Model df 14 26

P > χ2 .0000 .0000

Note. CI = confidence interval. The models compare the likelihood of reporting very poor, poor, or fair health vs reporting good or excellent health in 1993 (Britain and Germany) and 1987 (United
States). Model A adjusts for the sex and age (R2) of the respondent; Model B adjusts for, in addition to sex and age, previous health status (in 1991 for Britain and Germany and 1985 for the
United States), previous reporting of unemployment (1991 for Britain and Germany and 1985 for the United States), household income, number of household members, home ownership, years of
education, and marital status.

1992 unemployed respondents reported
worse health status regardless of 1993 em-
ployment status. After all the factors included
in Model B were controlled for, those who
were unemployed and receiving means-tested
benefits in 1992 and who were still unem-
ployed and receiving benefits in 1993 were
about 3 times more likely to report poor
health than the 1993 employed respondents
who were unemployed and receiving entitle-
ment benefits in 1992. Those individuals
who were unemployed and not receiving any
benefits in 1992 and who were still unem-
ployed but receiving benefits in 1993 were 4
times more likely to report poor health than
the reference group. However, there was no
significant difference among those who were
already working in 1993.

US Findings
In the United States, the pattern is differ-

ent. In Model A, all groups were more likely
to report fair or poor health than the full-time
employed comparison group (Table 3). In
Model B, those significantly more likely to re-
port fair or poor health status than the full-
time employed were unemployed people re-
ceiving means-tested benefits (OR=2.41),
housewives and househusbands receiving
means-tested benefits (OR=1.73), and those
included in the “other” category (OR=3.35).

As in the other countries, all the other
groups of 1986 unemployed respondents,
compared with people who were unemployed
and receiving entitlement benefits in 1986 and
who were employed in 1987, reported worse

health status regardless of employment status
in 1987 (Table 4). The groups with higher
odds ratios (i.e., a higher likelihood of report-
ing fair or poor health) were (a) those who re-
ceived entitlement or means-tested benefits in
1986 and were still unemployed in 1987 and
receiving benefits and (b) those who received
benefits in 1986 and were still unemployed
but not receiving benefits in 1987. The num-
ber of respondents was too small to infer any
statistical significance for the group of respon-
dents who received entitlement benefits in
1986 and who were still receiving benefits in
1987. As in the other countries, those who
were already working in 1987 were not statis-
tically more likely to report fair or poor health
than the reference group.

DISCUSSION

One of the main findings of this study is
that in all 3 countries, the negative health ef-
fects observed among unemployed people
who received means-tested benefits persist
after previous health and unemployment sta-
tus, as well as education and household in-
come, are controlled for. When the equation
includes a range of controls, health perception
among other groups of unemployed people is
not significantly different from that of full-
time working people. However, means-tested
benefits do not seem sufficient to reduce the
impact of unemployment on health status.
This result holds for all 3 countries despite
their different levels of social services, includ-
ing health insurance coverage.

A possible explanation is that means-tested
benefits are not sufficient to compensate for
other factors to which this group of especially
vulnerable individuals is exposed. Factors un-
accounted for in the model include exposure
to different forms of physical and psychologic
abuse, chronic material deprivation over the
life span, and other factors that could also
have an impact on personality characteristics
and unhealthy behaviors. There is evidence
that people who need means-tested benefits
bear a heavier weight of disadvantage than
those who do not need them.42

Additionally, the stigma that is associated
with means-tested benefits may add more
stress to the recipients and may exacerbate
their vulnerability to health deterioration.
Stigma is typically associated with social exclu-
sion, and that implies multidimensional disad-
vantage.43 People who are unemployed may
feel socially excluded,44 and the social welfare
services they use may also carry a stigma.45

The stigma interpretation is explicitly pur-
sued in a study by Colton et al.46 with respect
to recipients of child welfare. Their study par-
allels this one in that the researchers surveyed
3 industrial countries (the United Kingdom,
the Netherlands, and Spain), but it differs in
that they were able to formulate and include
questions designed to measure stigma. The re-
searchers concluded that despite the different
policies and practical actions of child welfare
services in the 3 countries, stigma remains
very significant in the experience of those di-
rectly concerned with the encounters through
which services are provided. Users report that
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TABLE 4—Likelihood of Reporting Fair, Poor, or Very Poor Health in 1993 (Britain and Germany) and 1987 
(United States) by Change in Employment Status Among People Unemployed in 1992 (Britain and 
Germany) and 1986 (United States): Logistic Regression

No. of Respondents Model A, Odds Ratio (95% CI) Model B, Odds Ratio (95% CI)

Britain

Unemployed, receiving entitlement benefits in 1992

Employed full- or part-time in 1993 49 1.00 1.00

Unemployed, receiving either entitlement or means-tested benefits in 1993 32 2.65 (0.92, 7.62) 2.79 (0.76, 10.30)

Other nonemployeda in 1993 44 3.90 (1.48, 10.28) 5.11 (1.51, 17.33)

Unemployed, receiving means-tested benefits in 1992

Employed full- or part-time in 1993 60 1.37 (0.49, 3.80) 2.45 (0.68, 8.78)

Unemployed, receiving entitlement or means-tested benefits in 1993 126 3.23 (1.36, 7.64) 5.27 (1.64, 16.89)

Other nonemployeda in 1993 42 3.53 (1.32, 9.46) 6.28 (1.74, 22.59)

Unemployed, not receiving income in 1992

Employed full- or part-time in 1993 34 1.15 (0.36, 3.70) 2.23 (0.53, 9.46)

Unemployed, receiving means-tested or entitlement benefits in 1993 19 1.10 (0.26, 4.72) 1.78 (0.34, 9.20)

Other nonemployeda in 1993 44 3.71 (1.39, 9.86) 7.45 (2.11, 26.28)

Total observations 450

–2 log likelihood 527.5 373.5

χ2 model 30.4 121.1

Model df 10 23

P > χ2 .0007 .0000

Germany

Unemployed, receiving entitlement benefits in 1992

Employed full- or part-time in 1993 148 1.00 1.00

Unemployed, receiving either entitlement or means-tested benefits in 1993 224 1.53 (0.95, 2.46) 1.63 (0.93, 2,83)

Other nonemployeda in 1993 150 1.88 (1.12, 3.15) 1.57 (0.85, 2.88)

Unemployed, receiving means-tested benefits in 1992

Employed full- or part-time or othera in 1993b 17 1.52 (0.51, 4.52) 2.06 (0.58, 7.23)

Unemployed, receiving entitlement or means-tested benefits in 1993 38 3.48 (1.62, 7.51) 3.34 (1.27, 8.78)

Unemployed, not receiving income in 1992

Employed full- or part-time in 1993 154 0.97 (0.53, 1.58) 1.25 (0.66, 2.37)

Unemployed, receiving means-tested or entitlement benefits in 1993 30 3.26 (1.41, 7.55) 4.30 (1.62, 11.47)

Other nonemployeda in 1993 241 1.45 (0.91, 2.33) 1.52 (0.87, 2.67)

Total observations 1002

–2 log likelihood 1263.8 981.9

χ2 model 102.9 268

Model df 10 23

P > χ2 .0000 .0000

United States

Unemployed, receiving entitlement benefits in 1986

Employed full- or part-time in 1987 68 1.00 1.00

Unemployed, receiving entitlement or means-tested benefits in 1987 11 3.40 (0.65, 17.72) 8.99 (1.35, 59.93)

Other nonemployeda in 1987 31 6.43 (2.03, 20.37) 3.25 (0.80, 13.17) 

Unemployed, receiving means-tested benefits in 1986

Employed full- or part-time in 1987 25 2.02 (0.45, 9.13) 1.45 (0.23, 8.91)

Unemployed, receiving entitlement or means-tested benefits in 1987 61 3.61 (1.24, 10.47) 1.81 (0.45, 7.21)

Other nonemployeda in 1987 59 4.85 (1.68, 13.94) 3.99 (1.07, 14.85)

Continued
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TABLE 4—Continued

Unemployed, not receiving income in 1986

Employed full- or part-time in 1987 191 1.95 (0.75, 5.08) 2.09 (0.68, 6.45)

Unemployed, receiving means-tested or entitlement benefits in 1987 10 2.03 (0.21, 19.65) 2.51 (0.17, 35.87)

Other nonemployeda in 1987 167 1.96 (0.73, 5.28) 2.52 (0.73, 8.77)

Total observations 623

–2 log likelihood 464.0 291.1

χ2 model 84.8 149.7

Model df 10 22

P > χ2 .0000 .0000

Note. CI = confidence interval. The models compare the likelihood of reporting very poor, poor, or fair health vs reporting good or excellent health in 1993 (Britain and Germany) and 1987 (United
States). Model A adjusts for the sex and age (R2) of the respondent. Model B adjusts for, in addition to sex and age, previous health status (in 1991 for Britain and Germany and 1985 for the
United States), previous reporting of unemployment (1991 for Britain and Germany and 1985 for the United States), household income, number of household members, home ownership, years of
education, and marital status.
aOther nonemployed includes mostly retired respondents, but also discouraged unemployed people not receiving benefits who moved into the housewife/-husband or student categories or into the
disabled category.
bIn the German sample, these 2 groups were too small to separate and so were analyzed together.

participation in these services evokes feelings
of stigmatization.

Although the data sets used in the study
did not permit an explicit test of the hypothe-
sis that stigmatization causes negative health
effects, the research was motivated by the be-
lief that some types of unemployment bene-
fits are more biased regarding social status
than are others. Recent research has focused
on the health impact of a number of societal
variables, such as racial/ethnic discrimina-
tion,47 sex, gay/lesbian discrimination, dis-
ability, age, and social class.48 Yet, little atten-
tion has been given to the stigmatizing effect
of means-tested programs that offer financial
support but do not typically engender public
acceptance.

A second major finding focuses on the
analysis of unemployed respondents as sepa-
rate units. For these individuals, the analysis
of the impact of change in unemployment sta-
tus used as the reference (or comparison)
group those who received entitlement bene-
fits in one year and were employed the fol-
lowing year. All the other groups reported
worse health status. In general, those who re-
ported significantly worse health status in the
3 countries are those who were unemployed
and receiving means-tested benefits in one
year and were still unemployed, with or with-
out benefits, the following year. The length of
unemployment has been studied as a variable
that can influence the health impact of job-
lessness.49–54 Our study indicates that not

only the length of unemployment but also the
type of benefits that people receive may have
an impact in predicting health status.

People who received means-tested benefits
one year and were employed the following
year were more likely to report fair or poor
health than those who received entitlement
benefits one year and were employed the fol-
lowing year. However, the difference was not
statistically significant. The lack of statistical
significance could be due to a small sample
effect or could indicate that reemployment
has a similar positive effect for all unem-
ployed individuals regardless of the type of
benefits they collected the previous year. This
issue deserves further investigation.

Safety nets have been shown to play an im-
portant role in helping people during critical
periods in their lives and in preventing an ac-
cumulation of disadvantage that could have
adverse health effects.55 Both employment dy-
namics and the availability of social benefits
during periods of joblessness differed greatly
among the 3 countries analyzed. A detailed
description of these characteristics is outside
the scope of this report but can be found else-
where.56–58 An important aspect of this study
is that despite differences between the coun-
tries analyzed, we observed similar patterns in
the role of entitlement and means-tested bene-
fits in terms of influencing health status.

The analyses provide evidence of differ-
ences in perceived health status between
groups of unemployed individuals character-

ized by the types of benefits they receive. Al-
though entitlement benefits can be effective
in maintaining the health status of the unem-
ployed, means-tested benefits do not seem
sufficient to accomplish that goal. This issue,
largely ignored in previous studies, is in-
creasingly relevant in the current sociopoliti-
cal environment, an environment in which
public assistance is being scrutinized and is
undergoing significant changes. Monitoring
the possible health effects of these changes
should be given priority in the research of
the next decade.

About the Author
The author is with the Department of Policy Analysis and
Management, Cornell University, Ithaca, NY.

Requests for reprints should be sent to Eunice Rodri-
guez, DrPH, Department of Policy Analysis and Manage-
ment, 140 MVR Hall, Cornell University, Ithaca, NY
14853 (e-mail: er23@cornell.edu).

This article was accepted February 27, 2001.

Acknowledgments 
A research award from the Alexander Von Humboldt
Foundation made this study possible. The research was
cofunded by the European Commission TMR Pro-
gramme for Access to Large Scale Facilities, hosted by
IRISS-C/I at CEPS/INSTEAD, Luxembourg. 

I would like to thank Guenther Schmaus for his as-
sistance with the PACO database and Alan Mathios,
June Mead, Rolf Rosenbrock, Guenther Schmid, and
Frank Young for their comments. Thanks are also due
to the participants of the Arbeitsmarktpolitik Seminar at
the Wissenschaftszentrum Berlin, May 1999, and the
Policy Analysis and Management Seminar at Cornell
University, December 1999, for their comments during
the presentation of previous versions of this paper, and
to 2 anonymous readers. 



September 2001, Vol 91, No. 9 | American Journal of Public Health Rodriguez | Peer Reviewed | Research Articles | 1411

 RESEARCH 

References 
1. Bakke EW. The Unemployed Man. London, Eng-
land: Nisbet; 1933.

2. Jahoda M, Lazarsfield PF, Zeisl H. Marienthal: The
Sociography of an Unemployed Community. London,
England: Tavistock; 1972. 

3. Jahoda M. Employment and Unemployment: A So-
cial-Psychological Analysis. Cambridge, England: Cam-
bridge University Press; 1982.

4. Fagin L, Little M. The Forsaken Families. London,
England: Penguin Books; 1984. 

5. Brenner MH, Moony A. Unemployment and
health in the context of economic change. Soc Sci Med.
1983;17:1125–1138.

6. Brenner MH. Economic change, alcohol consump-
tion, and heart disease mortality in nine industrialized
countries. Soc Sci Med. 1987;25:119–132.

7. Catalano R, Dooley D. Health effects of eco-
nomic instability: a test of the economic stress hy-
pothesis. J Health Soc Behav. 1983;24:46–60.

8. Catalano R. Health effects of economic insecurity.
Am J Public Health. 1991;81:1148–1151.

9. Platt S. Suicide and unemployment in Italy: de-
scription, analysis and interpretation of recent trends.
Soc Sci Med. 1992;34:1191–1201.

10. Duncan G, Daly M, Kaplan G, and Lynch J.  Macro-
to-micro linkages in the relationship between income in-
equality and mortality. Milbank Q. 1998;76:315–339.

11. Shortt SED. Is unemployment pathogenic? A re-
view of current concepts with lessons for policy plan-
ners. Int J Health Serv. 1996;26:569–589.

12. Catalano R, Dooley D, Wilson G, Hough R. Job
loss and alcohol abuse: a test using data from the Epi-
demiologic Catchment Area Project. J Health Soc Behav.
1993;34:215–225.

13. Moser KA, Fox AJ, Jones DR. Unemployment and
mortality in the OPCS Longitudinal Study. Lancet.
1984;2:1324–1329.

14. Kasl SV, Rodriguez E, Lasch KE. The impact of
unemployment on health and well-being. In: Dohren-
wend BP, ed. Adversity, Stress, and Psychopathology.
New York, NY: Oxford University Press; 1998:111–131.

15. Kessler R, House JS, Turner JB. Unemployment
and health in a community sample. J Health Soc Behav.
1987;28:51–59.

16. Rodriguez E, Lasch K, Mead JP. The potential role
of unemployment benefits in shaping the mental health
impact of unemployment. Int J Health Serv. 1997;27:
601–623.

17. Jin RL, Shah CP, Svoboda TJ. The impact of un-
employment on health: a review of the evidence. Can
Med Assoc J. 1995;153:529–540.

18. Elkeles T, Seifert W. Immigrants and health: un-
employment and health-risks of labour migrants in the
Federal Republic of Germany, 1984–1992. Soc Sci
Med. 1996;43:1035–1047.

19. Riphanhn R. Older workers’ response to health
shocks. Paper presented at: Second Annual German
Socio-Economic Panel User’s Conference; July 10–12,
1996; Potsdam–Babelsberg, Germany.

20. Kasl SV, Gore S, Cobb S. The experience of losing
a job: reported changes in health, symptoms, and ill-
ness behavior. Psychosom Med. 1975;37:106–122.

21. Brenner H. Political Economy and Health. In:
Amick BC, Levine S, Tarlov AR, Walsh DC, eds. Society
and Health. New York, NY: Oxford University Press;
1995:211–246.

22. Martikainen PT, Valkonen T. The effects of differ-
ential unemployment rate increases of occupation
groups on changes in mortality. Am J Public Health.
1998;88:1859–1861.

23. Mechanic D. Stress-moderating and -amplifying
factors. In: Dohrenwend BP, ed. Adversity, Stress, and
Psychopathology. New York, NY: Oxford University
Press; 1998:371–376.

24. Wilkinson RG. National mortality rates: the impact
of inequality? Am J Public Health. 1992;82:1082–1084.

25. Wilkinson RG. Unhealthy Societies: The Afflictions
of Inequality. London, England: Routledge; 1996.

26. Lomas J. Social capital and health: implications for
public health and epidemiology. Soc Sci Med. 1998;47:
1181–1188.

27. Hahn RA, Eaker ED, Barker ND, Teutsch SM,
Sosniak WA, Krieger N. Poverty and death in the
United States. Int J Health Serv. 1996;26:673–690.

28. Kawachi I, Kennedy BP. Health and social cohe-
sion: why care about income inequality? BMJ. 1997;
314:1037–1040.

29. Wennemo I. Infant mortality, public policy and in-
equality—a comparison of 18 industrialised countries,
1950–85. Sociol Health Illness. 1993;15:429–446.

30. Rodriguez E. Health consequences of unemploy-
ment in Barcelona. Eur J Public Health. 1994;4:
245–251.

31. Rodriguez E, Allen JA, Frongillo EA Jr, Chandra P.
Unemployment, depression, and health: a look at the
African American community. J Epidemiol Community
Health. 1999;53:335–342.

32. Rodriguez E, Frongillo EA Jr, Chandra P. Do so-
cial programs contribute to mental well-being? The
long term impact of unemployment on depression in
the US. Int J Epidemiol. 2001;30:163–170.

33. Schmaus G, Riebschlager M. Comparative Re-
search on Household Panel Studies. PACO. Luxem-
bourg: CEPS/INSTEAD; 1997. PACO User Guide.
Document no. 9.

34. Schmaus G. Technical Specifications of the PACO
Database. Luxembourg: CEPS/INSTEAD; 1994.

35. Riebschlager M. A Review of Weighting Methods
Employed by Panel Studies Included in the PACO Project.
Luxembourg: CEPS/INSTEAD; 1995. 

36. Singh C. A Comparative Analysis of Attrition in
Household Panel Studies. Luxembourg: CEPS/
INSTEAD; 1995.

37. Rodriguez E, Bowen K. New developments and
challenges in health status measurement. Evaluation.
1998;4:25–36.

38. Bjorner JB, Kristensen TS, Orth-Gomér K, Tibblin
G, Sullivan M, Westerholm P. Self-Rated Health: A Use-
ful Concept in Research, Prevention and Clinical Medicine.
Stockholm, Sweden: Swedish Council for Planning and
Coordination of Research; 1996.

39. Idler EL, Benyamini Y. Self rated health and
mortality: a review of twenty-seven community
studies. J Health Soc Behav. 1997;38:21–37.

40. Benyamini Y, Idler EL. Community studies report-

ing association between self-rated health and mortality.
Additional studies, 1995–1998. Res Aging. 1999;21:
392–401.

41. Strawbridge WJ, Wallhagen MI. Self-rated health
and mortality over three decades. Results from a time-
dependent covariate analysis. Res Aging. 1999;21:
402–416.

42. Bartley M, Ferrie J, Montgomery SM. Living in a
high-unemployment economy: understanding the
health consequences. In: Marmot M, Wilkinson RG,
eds. Social Determinants of Health. Oxford, England:
Oxford University Press; 1999:81–104.

43. Shaw M, Dorling D, Smith GD. Poverty, social ex-
clusion, and minorities. In: Marmot M, Wilkinson RG,
eds. Social Determinants of Health. Oxford, England:
Oxford University Press; 1999:211–239.

44. Goffman E. Stigma. Notes on the Management of
Spoiled Identity. Englewood Cliffs, NJ: Prentice-Hall Inc;
1963.

45. Spicker P. Stigma and Social Welfare. London,
England: Croom Helm; 1984.

46. Colton M, Casas F, Drakeford M, Roberts S, Scholte
E, Williams M. Stigma and Social Welfare: an International
Comparative Study. Aldershot, England: Avebury; 1997.

47. Williams D, Yu Y, Jackson JS. Racial differences in
physical and mental health: socioeconomic status, stress
and discrimination. J Health Psychol. 1997;2:335–351.

48. Krieger N. Discrimination and health. In: Berkman
LF, Kawachi I, eds. Social Epidemiology. New York, NY:
Oxford University Press; 2000:36–75.

49. Bolton W, Oatley K. A longitudinal study of social
support and depression in unemployed men. Psychol
Med. 1987;17:453–460.

50. Kasl SV, Gore S, and Cobb S. The experience of
losing a job: reported changes in health, symptoms, and
Illness behavior. Psychosom Med. 1975;37:106–122.

51. Levi L, Brenner SO. Vulnerability among long-
term unemployed. Paper presented at: World Health
Organization Meeting; October 16–18, 1985; Ljubl-
jana, Yugoslavia.

52. Morris JK, Cook DG. A critical review of the ef-
fect of factory closures on health. Br J Ind Med. 1991;
48:1–8.

53. Turner JB, Kessler R, House J. Factors facilitating
adjustment to unemployment: implications for interven-
tion. Am J Community Psychol. 1991;19:4.

54. Winefield AH, Tiggeman M, Winefield HR, Gold-
ney RD. Growing Up With Unemployment: A Longitudi-
nal Study of Its Psychological Impact. New York, NY:
Routledge; 1993.

55. Bartley M, Blane D, Montgomery S. Health and
the life course: why safety nets matter. BMJ. 1997;314:
1194–1196.

56. Navarro V. The political economy of the welfare
state in developed capitalist countries. Int J Health Serv.
1999;29:1–50.

57. Chavkin W. What’s a mother to do? Welfare, work,
and family. Am J Public Health. 1999;89:477–479.

58. Mutual Information System on Social Protection in
the Community. Available at: http://europa.eu.int/
comm/dgs/employment_social/index_en.htm. Accessed
August 15, 2001.


